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Managing alcohol use in primary care 
Recognised problem drinking is just the tip of the iceberg.
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People who struggle with alcohol problems are stigmatised in extraordinary ways. The UK 
treatment system has been partly dismantled and cheaper provision outside the National Health 
Service accepted.1 2 Predictably, much of the burden of alcohol related disease is borne by 
hospitals,2 not least because there is little alcohol treatment available in primary care.3 
Even seemingly unremarkable drinking is implicated in a wide range of health issues.4 Usually 
unnoticed, alcohol interferes with the everyday work of primary care.5 This dysfunctional situation 
requires high level strategic planning6 to clarify the role of primary care in managing the UK’s 
problematic relation with alcohol. 
The linked study by Cheng and colleagues (doi:10.1136/bmj.m3934) used network meta-analysis 
to examine the evidence underpinning mostly drug interventions for maintaining abstinence after 
detoxification.7 The authors found that existing evidence for drug treatments is weak. Treatment for
problem drinking usually starts before detoxification, and what to do afterwards is the focus here. 
The study almost entirely excluded the large literature on counselling and other psychosocial 
treatments (eg,8 ), mainly because these interventions start earlier. Some post-detoxification 
studies were also excluded, however, including the COMBINE study evaluating a combination of 
drug and behavioural interventions.9 
As well as extensive risk of bias across trials, the authors found little usable information in the 
primary literature on the psychosocial interventions routinely offered or accessed by patients in 
primary care, such as Alcoholics Anonymous. This complicates interpretation of treatment effects. 
Abstinence is a good idea for those with severe problems, so Cheng and colleagues’ focus on 
abstinence is appropriate. Data on other possible outcomes such as reduced consumption are not 
reported consistently enough for meaningful synthesis. 
The authors diligently report study limitations, and their study covers its chosen ground well. 
Importantly, they found no reliable evidence of benefit over placebo for drugs other than 
acamprosate. No support is available for naltrexone and disulfiram currently recommended in UK 
alcohol treatment guidelines.10  Few trials in the review post-date these guidelines. 
The authors recommend pragmatic trials of drugs plus interventions such as home visits to help 
expand primary care involvement in alcohol treatment. Prescribing is just one possible component 
of integrated patient centred care.11 We need to better understand which other interventions could 
also be offered12 and how the NHS can facilitate management of alcohol use in primary care.6 This
calls for a broader perspective. 
We still know little about how to help the patient stereotyped as an “alcoholic.” This is despite the 
profound shaping of alcohol science by the alcoholism treatment movement, promoted by 
temperance advocates and the alcohol industry.13 The literature on drug treatment has been biased
to an unknown degree by the pharmaceutical industry.14 We should also ask why research, 
practice, and policy focuses largely on people with the most severe problems, rather than the 
important harms associated with alcohol use more broadly. 
Alcohol consumption has a predominantly dose-response relation with alcohol related harms. 
Alcohol use is not just a problem for drinkers. The damage done to children and families makes the
problem intergenerational,15 even with normative patterns of drinking.16 The harms are greatest in 
socioeconomically deprived areas; alcohol expenditure reinforces household poverty and invites 
other adverse health consequences.17 
Alcohol consumption is deeply rooted in culture, in both the UK and elsewhere. We have a 
paradoxical, and indeed pathological, relation with alcohol - not only because alcohol damages 
health and society, or because we accept high levels of avoidable harm, but because we do not 
possess the means to think and talk about the true balance of costs and benefits. This hinders 
public debate, discourages involvement in a complex poorly understood problem, and makes 
recovery from alcohol problems more challenging for those directly affected. 
We do know that policy measures to increase price and restrict availability of alcohol help the 
whole population, including those with severe problems.18 But, unlike their counterparts in 
Scotland, Wales, and Ireland, policymakers in England continue to prioritise industry interests over 
public health and have not proceeded with a minimum unit price for alcohol.19 
If this was any other major health problem,20 we would likely think harder, act faster, and explore 
more than the most visible manifestations of the problem. Scientists could provide better evidence 
to shape the public conversation, moving it beyond stereotypical ideas of the nature of alcohol 
related problems. Policymakers could better address the health, social, and economic complexities
of alcohol use. Primary care could focus more on prevention, rather than on intervention after the 
damage is done. We must find smarter ways to explore how much alcohol lurks below the surface 
of common presenting problems, or risk making the already formidable challenges faced by 
primary care21 even more intractable. 
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